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ds.2012.0Abstract We report a case of Kikuchi’s disease (KD) in a 19 year old Saudi woman who initially
presented with fever, myalgia, headaches and cervical and supraclavicular lymphadenopathy at the
age of 10 years. A lymph node biopsy demonstrated the typical necrotizing lymphadenitis of KD.
Her disease was controlled with oral corticosteroids and remained quiescent for 7 years without
treatment. Recently, her systemic symptoms reappeared and she developed an acneiform eruption
consisting of scaly, erythematous macules and indurated papules, with no comedones, over face,
neck and mid chest. Skin biopsy was consistent with the diagnosis of KD. The majority of cutane-
ous lesions of KD show the characteristic histological changes that parallel those of the lymph
nodes. Few have non-speciﬁc clinical and histological ﬁndings as this case, and are a diagnostic
challenge. Dermatologists should be aware of this rare entity when evaluating acneiform eruptions
with concomitant systemic symptoms. Screening and intermittent observation and evaluation for
autoimmune disease, speciﬁcally systemic lupus erythematosus (SLE) is recommended in conﬁrmed
KD.
ª 2012 King Saud University. Production and hosting by Elsevier B.V. All rights reserved.1. Introduction
Kikuchi’s disease, also known as histiocytic necrotizing lymph-
adenitis or Kikuchi–Fujimoto disease is an uncommon self-
limiting lymphadenitis of unknown etiology, ﬁrst described
by Kikuchi in 1972 (Kikuchi, 1972)./o Aramco PO Box 2106,




y. Production and hosting by Else
4.001Kikuchi’s disease typically affects young adults and most
frequently manifests as cervical lymphadenopathy, fever and
a ﬂu-like prodrome. The pathology of the characteristic
lymphadenitis in KD is characterized by the proliferation of
histiocytes, lymphocytes, abundant nuclear debris and absence
of neutrophils, plasma cells or a granulomatous reaction
(Kikuchi, 1972; Kuo, 1995). The clinical and histological
pictures of the disease can resemble and be misdiagnosed for
SLE or lymphoma (Yilmaz et al., 2006; Dorfman and Berry,
1988). Several authors have reported an association between
KD and SLE (Kuo, 1995; Dorfman and Berry, 1988; Hu
et al., 2003).
Even though 5–40% of patients with KD have been re-
ported to present with skin involvement (Atwater et al.,
2008; Yasukawa et al., 2001), the skin ﬁndings are heteroge-
nous and non-speciﬁc.vier B.V. All rights reserved.
Figure 1 Aggregates of histiocytes and transformed lymphocytes with individual cell necrosis as well as paracortical expansion
(hematoxylin–eosin stain; original magniﬁcation ·100).
Figure 2 Multiple indurated erythematous papules with scaling
and post-inﬂammatory hyperpigmentation on the face and neck.
Comedones are absent.
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histological changes that parallel those of the lymph nodes and
show a lymphohistiocytic inﬁltrate, dermal edema, abundant
nuclear debris with a characteristic absence of neutrophils.
Few cases may present with non-speciﬁc histological ﬁndings.
We present this case to draw attention to this rare disease.
Asymptomatic indurated acneiform eruptions occurring in a
patient with KD should be considered as one of the possible
cutaneous manifestations of the disease.
2. Case report
We report a case of Kikuchi’s disease in a 19 year old Saudi
woman who initially presented with high fever, myalgia, head-
aches and cervical and supraclavicular lymphadenopathy at
the age of 10.
Laboratory workup revealed white blood cell counts of 2.8–
3.2 k/lL (normal range 4.5–13.5 k/lL) with 24–43% neutro-
phils (normal 40–65%) and 48–65% lymphocytes (normal
36–43%) and hemoglobin of 11.1 g/dL (normal 12-16 g/dL).
Inﬂammatory markers were elevated with an erythrocyte sed-
imentation rate of 54 mm/h (normal 0–30 mm/h), lactate dehy-
drogenase 937 U/L (normal range 313–618 U/L) but a normal
C-reactive protein. The patient had normal values of liver
function tests, renal function tests, thyroid stimulation hor-
mone, serum electrolytes and urinalysis. Blood cultures
showed no growth. Anti-nuclear antibody (ANA) was nega-
tive. Serum titers of Epstein–Barr showed the pattern of past
infection (positive anti-VCA/IgG and anti-EBNA and negative
anti-VCA/IgM). Serologies for cytomegalovirus, hepatitis (A,
B, C), Brucella, Widal (Salmonella) Agglutinins and toxo-
plasma were negative. Malaria smears, mononucleosis screen
test, throat and blood cultures were also negative. Frontal
and lateral views of the chest demonstrated some fullness in
Figure 3 Edematous plaques with erythematous macules and papules over the chest with post-inﬂammatory pigmentation. Comedones
are absent.
Figure 4 Focal hyperkeratosis, spongiosis and a mononuclear inﬂammatory inﬁltrate around superﬁcial and deep dermal vessels
(hematoxylin–eosin stain; original magniﬁcation ·100).
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reﬂecting adenopathy. No hilar or mediastinal adenopathy was
appreciated. The lungs were clear. Computed tomography of
the neck and chest was performed with and without IV con-
trast and revealed extensive lymphadenopathy of the cervical,
supraclavicular, submandibular, posterior triangle and ante-
rior superior mediastinum chains. The largest lymph node
mass was in the left supraclavicular region and measuring
2.0 · 2 · 3 cm extending the anterior triangle of the neck dis-
placing the jugular vein anteriorly.
An excisional lymph node biopsy specimen from a left cervi-
cal lymph node demonstrated the typical necrotizing lymphad-enitis of Kikuchi’s disease consisting of aggregates of histiocyte
and transformed lymphocytes with individual cell necrosis as
well as paracortical expansion (Fig. 1). Stains and tissue cul-
tures for bacteria, acid fast bacilli and fungi were negative.
Oral corticosteroid therapy (prednisone 40 mg) was initi-
ated and improved her clinical symptoms over a period of
8 weeks. She was symptom free for about 7 years until April
2009 when she again started to experience recurrent episodes
of headaches, fatigue and swollen cervical and lympadenopa-
thy. She was followed up by neurology and symptoms were
controlled on nonsteroidal anti-inﬂammatory agents (naprox-
en sodium and ibubrofen) at different intervals. Six months la-
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papules over the face, neck and upper chest. She was treated as
a case of acne with topical 10% benzoyl peroxide gel and 2%
clindamycin without much response. After several follow up
visits, she was re-evaluated as her systemic manifestations
reappeared. Her rash consisted of scaly erythematous indu-
rated papules and macules over the face, neck and mid chest.
There were no comedones Figs. 2 and 3. Her laboratory work-
up revealed a leucopenia with a white blood count of 2.5 k/lL
(normal 4–11 k/lL), with 41% polymorphonuclear cells (nor-
mal 40–65%), 1% bands (normal 0), 48% lymphocytes (nor-
mal 20–51%), 6% monocytes (normal 7–9%) and 4%
atypical lymphocytes (normal 0%) and hemoglobin of 11 g/
dL (normal 11.5–16.5 g/dL). Erythrocyte sedimentation rate
of 64 mm/h (normal 0–20 mm/h), lactate dehydrogenase
266 U/L (normal 100–190 U/L) and C-reactive protein 6 mg/
L (normal < 1 mg/L). The patient had normal values of liver
function tests and renal function tests. Anti-nuclear antibody
(ANA) was positive 1:80 with a speckled pattern and anti-
DNA-ds was negative. A skin biopsy was taken from an indu-
rated papular lesion on the neck and demonstrated focal
parakeratosis, spongiosis and a mononuclear and histiocytic
inﬂammatory cellular inﬁltrate around superﬁcial and deep
dermal vessels Figs. 4 and 5. Direct immunoﬂuorescence did
not show any deposits of immunglobulins or complement.
The clinicopathological correlation was consistent with the
acneiform eruption of Kikuchi’s disease.
3. Discussion
Kikuchi’s disease most frequently manifests as a painless cervi-
cal lymphadenopathy, with or without systemic signs and
symptoms (Kuo, 1995; Bosch et al., 2004). Cutaneous involve-
ment is estimated to occur in up to 40% of cases of KD (Atwa-Figure 5 Nonspeciﬁc perivascular mononuclear inﬁltrateter et al., 2008; Yasukawa et al., 2001). The cutaneous
presentations are varied and non-speciﬁc and include erythem-
atous macules and papules, with or without induration or
scales, a morbilliform rash and urticaria, most frequently
occurring on the face, neck, upper trunk and upper arms. A
malar eruption resembling that of SLE may be present.
Though the rash of KD can be nonspeciﬁc, it can also mimic
acne as in our patient which was initially diagnosed and trea-
ted as acne without response. Acneiform eruptions similar to
that of our case have been reported to be associated with
KD (Atwater et al., 2008; Yasukawa et al., 2001). A non-
responding acneiform eruption to conventional acne therapy
in a patient with lymphadenopathy and fever should alert
the treating physician to the diagnosis of KD.
A deﬁnitive diagnosis of Kikuchi disease can be made only
by tissue evaluation. The characteristic histological diagnostic
picture of the lymphadenitis of KD consists of variable degrees
of paracortical necrosis, proliferation of histiocytes and lym-
phocytes (predominantly T-cells) and the absence of neutro-
phils (Kuo, 1995). The diagnostic pathology of the lymph
node was well demonstrated in our case. The skin pathology
of KD usually parallels that of the nodal pathology but can
also be non-speciﬁc in a few cases, as in this case. Our patient
presented with a superﬁcial and deep dermal peri-vascular
lymphohistiocytic inﬁltrate, spongiosis and parakeratosis with-
out nuclear debris similar to other cases previously reported
with non-speciﬁc cutaneous pathology (Atwater et al., 2008).
Although the association between systemic lupus erythema-
tosus (SLE) and Kikuchi’s disease is well documented (Kuo,
1995; Dorfman and Berry, 1988; Hu et al., 2003; Ogata
et al., 2010), the association is not well deﬁned. Nevertheless,
some authors recommend screening and periodic observation
of patients with KD for the development of SLE and other
autoimmune diseases (Atwater et al., 2008; Paradela et al.,(hematoxylin–eosin stain; original magniﬁcation ·200).
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positive ANA with speckled appearance; this association was
ruled out by the low ANA titer, negative anti-DNA-ds, skin
pathology and absent immunoglobulins and complement on
direct immunoﬂuorescence.
In conclusion, the clinical and histopathological cutaneous
ﬁndings of KD are so heterogenous and can be non-speciﬁc.
Dermatologists should be aware of this rare entity when eval-
uating acneiform eruptions with concomitant systemic symp-
toms. The cutaneous ﬁndings of KD may show the
characteristic histological changes that parallel those of the
lymph nodes or may be non-speciﬁc and thus can be of a diag-
nostic challenge. Scattered asymptomatic acneiform eruptions
should be included as one of the possible cutaneous manifesta-
tions of this disease. ANA screening and intermittent clinical
observation for SLE and other autoimmune diseases are rec-
ommended in conﬁrmed Kikuchi’s disease.
References
Atwater, A.R., Longley, B.J., Aughenbaugh, W.D., 2008. Kikuchi’s
disease: case report and systematic review of cutaneous and
histopathologic presentations. J. Am. Acad. Dermatol. 59 (1),
130–136.
Bosch, X., Guilabert, A., Miquel, R., Campo, E., 2004. Enigmatic
Kikuchi–Fujimoto disease: a comprehensive review. Am. J. Clin.
Pathol. 122 (1), 141–152.Dorfman, R.F., Berry, G.J., 1988. Kikuchi’s histiocytic necrotizing
lymphadenitis: an analysis of 108 cases with emphasis on differ-
ential diagnosis. Semin. Diagn. Pathol. 5 (4), 329–456.
Hu, S., Kuo, T., Hong, H., 2003. Lupus lymphadenitis simulating
Kikuchi’s lymphadenitis in patients with systemic lupus erythema-
tosus: a clinicopathological analysis of six cases and review of the
literature. Pathol. Int. 53, 221–226.
Kikuchi, M., 1972. Lymphadenitis showing focal reticulum cell
hyperplasia with nuclear debri and phagocytosis. Acta Hematol.
Jpn. 35, 379–380.
Kuo, T.T., 1995. Kikuchi’s disease (histiocytic necrotizing lymphad-
enitis). A clinicopathologic study of 79 cases with an analysis of
histologic subtypes, immunohistology, and DNA ploidy. Am. J.
Surg. Pathol. 19, 798–809.
Ogata, S., Bando, Y., Saito, N., Katsuoka, K., Ishii, M., 2010.
Kikuchi–Fujimoto disease developed into autoimmune disease: a
report of two cases. Mod. Rheumatol. 20(3), 301–305 (Epub 2010
Jan 15).
Paradela, S., Lorenzo, J., Martinez-Gomez, W., Yebra-Pimentel, T.,
Valbuena, L., Fonseca, E., 2008. Interface dermatitis in skin lesions
of Kikuchi–Fujimoto’s disease: a histopathological marker of
evolution into systemic lupus erythematosus? Lupus 17 (12),
1127–1135.
Yasukawa, K., Matsumura, T., Sato-Matsumura, K.C., et al., 2001.
Kikuchi’s disease and the skin: case report and review of the
literature. Br. J. Dermatol. 144 (4), 885–889.
Yilmaz, M., Camci, C., Sari, I., et al., 2006. Histiocytic necrotizing
lymphadenitis (Kikuchi–Fujimoto’s disease) mimicking systemic
lupus erythematosus: a review of two cases. Lupus 15 (6), 384–387.
